The ovarian tumour, which was regarded at the operation as a fibroma, proved to be a malignant growth of considerable histological interest, so much so, that its description will be deferred, and will be made the subject of a later communication.
The source of the uterine haemorrhage was subsequently found to be two fundal myomatous polypi and general polypoidal hyperplasia of the endometrium. The corpus uteri showed no evidence of malignancy.
Dr. AMAND ROUTH added the following notes to the remarks made by Dr. Cuthbert Lockyer: He first saw the patient in 1895 and removed a mucous polypus. She then complained of burning pain on micturition and pain on defaecation. In 1897 the patient was found to have a hard, tender, movable body in the pouch of Douglas. It was thought to be a pedunculated fibroid. In 1899 there were several sharp, sudden pyrexial attacks accompanied by acute pain. On examination, the right kidney was loose and large; there was some tenderness over the region of the appendix. The uterus was fixed by a hard tender mass, which obscured the lump felt in 1897; it was thought to be an inflammatory exudation. Dr. Routh again saw the patient in November, 1912 ; she complained of constant sacral pain, dyschesia and .dysuria. The right kidney was large, mobile, and very tender; the uterus was still fixed. In January, 1913, the patient was sent to Charing Cross Hospital, where Dr. Eden found a Bacillus coli infection of the urine and ordered vaccine treatment. Evidence of tuberculosis was found in the lungs.
Cases of Inversion of Uterus. By R. DRUMMOND MAXWELL, M.D.
CASES of inversion of uterus warrant a clinical record for several reasons
(1) The extraordinary rarity. No cases have been admitted to the London Hospital for the last fifteen years.
(2) The divergent views expressed on the treatment of.such cases.
(3) A tendency in modern literature to invoke surgical treatment as opposed to the classical treatment by reposition associated with the names of Aveling and Matthews Duncan.
CASE I.
The first case referred to is of the " chronic " variety, and concerns a patient, aged 24, married two years, primigravida; seen by Dr. Lewers, July, 1912 . No special history was obtained from the patient.
Instrumentally delivered under chloroform. The patient had no knowledge of third stage complications.
She was admitted owing to free hoemorrhage three days after labour. A mass the size of a foetal head projected through the cervix into the vagina. There was no obvious sepsis; the uterine surface was clean; there was retention of urine, 35 oz. were drawn off by the catheter. The peritoneal "cup" of the inverted uterus was easily felt. Dr. Lewers saw the patient next day and tried manual reposition, but did not persist in this owing to the severe pain caused thereby.
The habmorrhage was checked in hospital during the next three or four days by repeated local douches. She was sent to a convalescent home fourteen days later, to come up again in a few weeks for further treatment. She did not, however, come until January, 1913 (that is, four months' interval instead of one month), stating that she was fairly well until her period came on at the fourth month, and then she bled so freely that she became alarmed, and returned to hospital. On examination the involution was found to be fairly good, although the fundus was still as large as a golf ball, and projected for 21 in. into the vagina. Under chloroform Aveling's repositor was applied, with a large cup which fitted easily over the protruding fundus. It was left in overnight and taken out next morning. A considerable reduction of the inversion was noted. In forty hours' time, after five re-applications of the repositor, the fundus was now well within the cervical canal. To avoid difficulty in removal of the cup from the re-inverted uterus a smaller cup was used for the final stages, and its ascent carefully watched. In forty-three and half hours from the commencement of these manipulations the uterus was found to be in its normal position. An interesting rise of temperature commenced from the day of final reposition of uterus, and lasted for eight days, varying between 1030 F. and 990 F. This temperature gradually subsided, and the last three weeks of the patient's stay in hospital was apyrexial.
The patient has recently been heard of, and is in good health. No subsequent pregnancy has been recorded.
CASE 1I.
The second case recorded is of the acute variety. The patient was admitted to hospital on October 21, 1914, with a very grave anemia and serious flooding. She had been delivered three days before, and had been sent to hospital with the diagnosis of septicaemia. The patient's appearance and condition before vaginal examination were inost suggestive of that diagnosis.
Details of the obstetric history are as follows: The patient, a primigravida, aged 24, had been delivered three days previously. Forceps had been applied. There was some difficulty in connexion with the third stage. Apparently the placenta had not been removed manually. I examined the patient at 1 p.m. The bladder was emptied by catheter. A large mass was felt in the vagina and delivered externally. It was smooth over the greater part of the surface, but its lower pole was covered with necrotic tissue, fibrin, and placental shreds, which were still firmly adherent. There was intense foetor, and very free haemorrhage during examination. Per abdomen the peritoneal "cup" could be readily detected. It was impossible at first to get even a fingertip from below through it. The inversion appeared to be "complete." From below, the uterine body, which was long and flask-shaped, narrowing at its neck to the diameter of a five-shilling piece, was firmly squeezed with hot towels to reduce its oedematous bulk. The foul clots and shreds were picked off the fundus, but it was difficult to deterinine the right plane of cleavage of the placental relics, and as this appeared to run rather too deep into the uterine wall further separation was not persisted in, and attempt at reduction was begun by pushing up a small portion at the side, and inverting it through the cup. One finger-tip carrying the lateral wall of the uterus in front of it was eventually felt per abdomen. This process was proceeded with all round the ring from below, till eventually four fingers pushed through the ring from below could easily be felt by the abdomen. The fundus of the uterus, which now lay about the level of the cervix, gave rise to little further difficulty. The complete reposition of the uterus from first to last took about forty minutes. A very considerable amount of force had to be used at the start to dilate the ring from below, but once this had been effected no further difficulty was experienced. There was little shock on the whole following these manipulations.
The subsequent progress of the case was as follows: The patient foundly debilitated condition. The next day there was naturally very considerable hypogastric tenderness, for the counter-pressure exerted from above had not been inconsiderable. Although the discharge from the uterus still remained reddened, there was at no time any further loss that could be considered severe. The discharge remained foul, though even this improved considerably with intra-uterine irrigation. Patient remained in a very weak, exhausted state for the next sev?en days, and a diarrhoea, undoubtedly of toxic origin, retarded her convalescence. On the twelfth day patient developed symptoms of a pulmonary embolism, sudden severe pain on the left side, crepitations, and rusty sputum. These signs were not progressive, and the patient still seemed to have a desperate chance of recovery till on the sixteenth day a sudden left hemiplegia occurred and she died in a few hours. A blood culture taken on the thirteenth day showed no positive growth of micro-organisms. The hemiplegia, in the absence of a postmortem investigation, must therefore be attributed either to a thrombosis secondary to her anaemia or to cerebral embolism.
Several points of interest arise for discussion. It will be noticed that both cases were accompanied by retention of urine. This is remarkable, considering the fact that the bladder practically never shares in the displacement, though its anatomical relations with the uterus would rather lead one to believe that this would always occur. On the whole, I am inclined to attribute the retention of urine, certainly in the acute case, to collapse and exhaustion.
The points I would submit for discussion on the treatment of the acute case are two in number (1) Is it advisable as a general procedure to attempt reduction of an acutely inverted uterus as late as twenty-four hours after this displacement has occurred ?
In answer to this question, I would suggest that, in my opinion, as a general rule, such treatment will not be wise, but a cornplicating factor, such as excessive bleeding from the tumour, may always render a clear decision on this point difficult (as in my case). I felt I could not, with an easy conscience, abandon to expectant treatment a patient who had already suffered grave bleedingand bleeding, moreover, which was still persisting in a lesser degree.
(2) Is manual reposition of an inverted uterus (in the acute stage) indicated in the presence of septic metritic changes in its wall ?
Were this the sole factor to be considered the answer would be, I think, quite definitely, that such manipulations are strongly contraindicated. But one of the unfortunate (or fortunate) considerations of so many urgent obstetric problems is that the accoucheur is left so much wiser after the event than before. Here was a uterus that appeared on the third day to be well-nigh strangulated. Its neck was narrowed down to the calibre of a five-shilling piece, and comprised in its circumference not only the cervical walls but the essential blood supplv of the uterus in the broad ligaments. Perhaps I had an excessive fear of a total necrosis of the lower pole of the uterus which would not have occurred, but I am now convinced that, regarded from the point of view of septic uterine changes, the expectant attitude is the one that should have been adopted. That course has been followed out in a subsequent case admitted (under the care of my colleague, Dr. Russell Andrews) in the acute stage. Involution is, I believe, proceeding satisfactorily, and the patient will shortly be readmitted for reduction of the " chronic " displacement with Aveling's repositor.
It is a point of some interest to note that after an interval of close upon eighteen years three cases of the " acute" variety have been admitted in less than two years to the London Hospital. I believe on the whole that this displacement is not so rare as statistics would suggest, and that view is, I think, confirmed by the numbers of Fellows present to-night who have related their personal experience of the condition.
DISCUSSION.
Dr. HEDLEY said that he had had two cases of chronic inversion of the uterus, both in January, 1913. Both cases were of about five months' duration and followed labour; both patients were profoundly anmmic, and in both the inversion was complete, only a narrow collar formed by the vaginal portion of the cervix being felt round the stalk of the tumour in the vagina. The first case was in St. Thomas's Hospital, and as there was no Aveling's repositor in the Hospital a prolonged attempu at manual reduction was made. This failed and caused free bleeding. He therefore decided to open the abdomen and reduce the inversion by incision of the posterior lip of the cup formed by the inverted uterus; a mesial cut about 3 in. in length was made with scissors, when the inversion was reduced with the very greatest ease. The wound in the lower part, of the uterus and upper part of the vagina was sutured with catgut. The second patient he sent into St. Thomas's Home, and after trying manuLal reduction did the same operation as in the first. Both patients recovered without any bad symptoms, were able to go home within three weeks of operation, and were in good health when last heard of some months later.
The PRESIDENT (Dr. W. S. A. Griffith) remarked on the importance of Dr. Maxwell's communication. The subject had not been discussed for many years in the Section. Cases of "chronic inversion" (by which he meant chronic induration, all cases of inversion being acute in their occurrence) were rare. He recalled only three, and he had reduced them by Aveling's repositor, the essential details for success being the accurate fitting of the cup to the inverted fundus and the maintenance of a gentle elastic and continuous pressure in the right direction. This should cause very little pain. Complete inversion, which was present in the case referred to by Dr. Hedley, would be much more difficult to reduce until the fundus could be returned through the cervix, the dilated cervix keeping the cup afterwards in position.
Dr. AMAND ROUTH had seen about a dozen cases of inversion of the uterus, almost all chronic, and had never failed to be able to reduce the uterus by means of Aveling's repositor. All but one of these were hospital cases, and the success was mainly due to the keenness and skill of the house physicians, for several cases took more than thirty-six hours before reduction, and in some cases pain and restlessness had to be relieved by morphia. So far he had not seen a case of acute or chronic inversion requiring abdominal section.
Dr. BRIGGS pleaded for the surgical precision and safety of a central posterior incision per vaginam starting from the posterior fornix and continued into the cup of the inversion for one-third of its extent. The incision was originally described by Kiistner. The divided portion of the uterus was accessible for effective catgut suture and a vaginal drain of the pouch of Douglas was provided. This treatment ought to be included in all works on operative gynaecology, particularly for obstinate old-standing cases of chronic inversion such as the one Dr. Briggs instanced of two years' standing in a young woman, aged 23. When necessary, it was safer to divide the sac of a hernia than to damage its contents.
Mr. COMYNS BERKELEY had seen four cases of chronic inversion of the uterus. In the first case the Aveling's repositor as supplied by the surgical instrument maker was not successful owing to the fact that the " cup " would not fit the inverted fundus. A model in bar-soap was taken of the fundus and a "cup " of the proper size turned from it, with a very satisfactory result. In the second case a special "cup" was turned in the first place and by its means the inversion was easily reduced. In the third case the inversion became spontaneously reduced whilst the "cup" was being made. For the fourth case Mr. Berkeley prescribed hot douches twice a day, and ergot, in the hope that, as in the third case, the inversion might become spontaneously reduced, which after some days' treatment did take place. fi6 Dr. HERBERT SPENCER thought the second case showed the danger of immediately reducing a recent inversion (after, say, the first twenty-four hours) especially when the uterus was septic. He had called attention to this danger in the-Obstetrical Society's Transactions (vol. xlvi) and had recommended continuous douching for a time until the uterus had partly involuted and become clean. He had also recommended this orally to Dr. Lockyer, who had, he believed, used it with success. His own experience of inversion of the uterus was limited to eight cases-four caused by labour, three by fibroids, and one by sarcoma-he had also seen five cases under the care of Sir John Williams. His cases had all recovered except the sarcoma, which recurred after hysterectomy. Of the four puerperal cases, the first when seen had a green and putrid placenta and membranes still adherent to the inverted uterus on the nineteenth day. After gentle removal of the afterbirth under continuous irrigation the inversion was gradually spontaneously reduced. The other three cases were reduced by Aveling's repositor. In one of these seen on the fifth day, sapraemic and gravely anemic, continuous irrigation was used, and then the inversion was reduced by the repositor within eight and three-quarter hours on the sixteenth day. The original repositor of Aveling was a very valuable instrument; its stem should be made of German silver, which was sufficiently rigid and yet could be bent without difficulty: the stem of the instrument exhibited was too rigid. The disadvantage of Dr. Galabin's cylindrical cup (he was, as Dr. Routh said, in error in calling it conical) and of the conical cup which Dr. Blacker had devised, appeared to the speaker to be that they interfered with the frequent examinations which were necessary to make sure that the cup was in place. While the cup was in proper position pain was slight, but as soon as it slipped and pressed on the fornix there occurred pain and danger of sloughing. It was also necessary that the cup should not be long in the uterus after reduction of the inversion. The proper way to remove the cup (by continuous traction) was shown them by Dr. Handfield-Jones at the Obstetrical Society in 1889, and he remembered well the impression which the simple and ingenious suggestion made upon the meeting and upon Dr. Matthews Duncan who was present. Inversion of the uterus was so rare that no one had a large personal experience of it. He would advise the younger members of the Section to study the Index volume of the Obstetrical Transactions before deciding on the treatment of rare conditions. His own opinion was that cutting operations were very rarely indicated or justifiable in the treatment of inversion and seriously endangered the life of the patient if subsequently pregnancy occurred. After the simple reduction by continuous pressure many cases of normal pregnancy and labour had been observed, in one case after the uterus had been inverted for nearly twelve years. Nevertheless, he believed that pressure in a recently inverted and septic uterus was very dangerous, and he would again -strongly advise resort to continuous irrigation until the uterus had partly involuted and become firmer and clean.
Dr. MAXWELL was very gratified to find that this obstetric subject had provoked such keen interest and discussion amongst the Fellows. Dr. Griffith had referred to spontaneous reposition of the uterus. The speaker had not been aware of this interesting sequel until he had made a search some time ago through the literature, when he had found several cases recorded by Ramsbottom, where this had undoubtedly taken place several years after the original displacement, and one of these cases had been followed by a normal pregnancy. Dr. Maxwell was glad to find that in Dr. Routh's hands Aveling's repositor had met with such invariable success. Dr. Briggs and Dr. Hedley had added greatly to the value of the discussion by providing the Society with illustrations of surgical treatment of this condition. While Dr. Maxwell could not, of course, in their cases criticise this form of intervention, he presumed, however, that they would always, before they committed themselves to a laparotomy, endeavour first to use the repositor. Dr. Spencer's criticisms and remarks were very welcome, for he had great experience in this displacement and one was glad to hear his strongly expressed views on the subject. Dr. Spencer's views on the danger of such manipulations carried out on a septic uterus were clearly proved, in Dr. Maxwell's opinion, by the fate of his septic case. Dr. Spencer referred to the necessity of seeing that the stem of the repositor was of malleable material with a view to approximation of the pressure to the line of the pelvic axis. This property was certainly present in the two repositors belonging to the London Hospital. Dr. Eardley Holland had given the Society an illustration of the method he had adopted to replace the one case of this complication he had met with. When he read the paper, Dr. Maxwell had not gone very fully into the exact method which he had himself used, but his main efforts at reduction of the uterus were carried out at precisely the same spot where Dr. Holland had himself found the pressure was most efficacious. Apparently the only difference between the speaker's invention and Dr. Holland's was that the former had first canalised the ring with his finger-tips, subsequently pushing the finger through the dilated ring. One thing the speaker desired to emphasise as regards technique was that attempts at reposition by pressure, applied first to the fundus, would have been of no avail whatever, and in addition would have been associated with the gravest risk of perforating the fundus. Dr. Blacker had referred to the difficulty of removing the cup after reposition was complete. This possibility had occurred to Dr. Maxwell, and he had at hand ready for use a bougieshaped end to be fitted to the repositor had this difficulty been anticipated, but with the smaller size of cup used and careful observation in the last stages of reduction, no difficulty was foreseen, and none occurred during its removal from the interior of the uterus. Mr. T. G. Stevens had given Dr. Maxwell some consolation as regards the fatal t(rmination of the acute septic case. Dr. Maxwell quite agreed with him that the probability of the patient's death in any case was great, either if reposition had been attempted at once or deferred until later. Mr. Stevens did not think that septic absorption had been much' increased by the attempts at reposition, though the inferences Dr. Maxwell drew from the temperature following the reduction of the chronic case rather proved that this was not so. Mr. Berkeley's series of cases of spontaneous cure of this displacement were a most interesting contribution to the discussion, and he hoped that not only Mr. Berkeley, but all the other speakers who had contributed to the discussion, would record the cases of this rare complication which they had themselves met with.
Squamous-celled Carcinoma occurring in a Cystic Teratoma of the Ovary.
By HENRY RUSSELL ANDREWS, M.D.
THE occurrence of squamous-celled carcinoma in a cystic teratoma, of the ovary is comparatively rare. Williamson and Barris' in 1911 collected all the recorded cases they could find, and said, " We find records of and reference to thirty-two cases of reputed squamouscelled carcinoma of ovarian 'dermoids.' Of these cases we reject fourteen, of which the account is too scanty and the examination too incomplete to justify the diagnosis, or in which the original descriptions have been misquoted by latter writers." They gave accounts of four previously unreported cases. I thought that a short account and description of a case recently under my care was of sufficient interest to be recorded.
A single woman, aged 49, was admitted into the London Hospital in November, 1914. She had menstruated regularly until July, 1914, but since then the periods had practically ceased, there being only a slightly coloured discharge from time to time. She had had some swelling of both legs since July, 1914. Her general health during this time had been deteriorating, and she had had some abdominal discomfort with no pain. She had not noticed any enlargement of the abdomen until she was examined by her doctor. There was no trouble with micturition, but there had been obstinate constipation for five weeks. On admission there was some cedema of the left leg. An elastic rounded swelling, feeling like a tense cyst, rose out of the pelvis, reaching half-way to the umbilicus. It had a fair range of mobility. The cervix was normal but more or less fixed. There was a fixed, hard,
